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Abstract          
Like a rite de passage, after a girl’s first menstruation she is prescribed hormonal 
contraception, symbolizing her first responsible act of womanhood. However, some recent 
studies and women’s lived experiences indicate concerns about the social and emotional side 
effects and the long-term influence of synthetic hormones on the body, these indicate a 
change in social norms. This study researches how women perceive contraception, how they 
negotiate their choices and how institutions shape these perspectives. This two-month 
ethnographic research draws upon Dutch women’s experiences and emotions through 
audiovisual recordings, in-depth interviews, conversations, oral history, focus groups, 
observations and text analysis. The resulting film frames the experiences, emotions and 
negotiations of three informants in their choice of contraception on a personal level, while the 
written text explores the involvement of medical and pharmaceutical institutions and how 
these have created new unanticipated medical dependencies. The main findings indicate that 
through contraceptive technology women perceive their menstrual cycles and fertility as 
something that needs to be controlled. Medical and pharmaceutical institutions reproduce 
gendered inequality, by making the most favorable kinds of contraception available only for 
women, which places the burden of responsibility on women. Furthermore, this reproduces a 
problematic tendency to control the female body. This research thus argues for greater 
attention to women’s needs, experiences, and concerns regarding the contraceptive options 
available. Also, there is a need to develop more effective male contraception, so both sexual 
partners can share in the burden of responsibility and side effects.  
 
Keywords: hormones, cycle, menstruation, female body, gendered responsibility, (social 
emotional) side effects, institutions, pill, IUD       
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Introduction   
‘The biggest freedom that hormonal contraception gave me is that I can make love without 
having to worry and that I do not have my period anymore. However, the downside is that 
some days turned dark and nearly drove me into depression. For a long time I thought it was 
my personality. I thought this unexplainable darkness came from within. But after I removed 
my IUD I noticed within weeks that a sudden cloud disappeared and that I was happy after 
all.’ - Samantha (26)  
Worldwide millions of women use hormonal contraceptives and there is no doubt that these 
belong to one of the most influential and important inventions of the 20th century. It has 
changed women’s lives to an extent that they can control their fertility while simultaneously 
empowering their sexualities. Without having to worry about pregnancy, hormonal birth 
control has played a key role in women’s increased emancipation. Accordingly, it has been 
unthinkable for a long time to criticize an invention, to which women have fought so hard to 
gain access. However, a recent representative study (De Graaf, Nikkelen, Van den Borne, 
Twisk & Meijer 2017) amongst young Dutch women, reveal that women’s choices in 
contraceptives are changing, and thus indicating a change in social norms. Although the 
contraceptive pill is still the most used method, its usage declined from 61% in 2012 to 50% 
in 2017, while simultaneously the usage of the IUD has doubled up to 11% (De Graaf, 
Nikkelen, Van den Borne, Twisk & Meijer 2017). Consequently, this new generation of 
young women, born with free access to contraceptive technology as a matter of course, is 
starting to publicly question the side effects of hormonal birth control. Until recently, the 
negative social and emotional side effects have not been taken seriously or communicated 
effectively between the doctor and patient. And yet, women have been reporting complaints 
for over fifty years about the effects of birth control on their moods, and only recently a 
Danish long-term study revealed a link between hormonal contraception and depression 
(Skovlund, Mørch, Kessing, Lidegaard 2016). Such studies have begun to give women more 
authority over their lived experiences 1  and simultaneously disintegrate the second wave 
feminist contraceptive trope.  
While acknowledging the uttermost importance and liberating power hormonal contraception 
has brought and still brings to women, which consequently is the ability to have choice and 
control (Kabeer 1999). In other words, contraceptive technology provided women with choice 
about their fertility and thus empowered them. However, this research critically investigates 
in which way institutions have normalized the usage of hormonal birth control that obscures                                                         
1 Include links to several online articles referring to this research 
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the social and emotional side effects on its users. In this context, my thesis addresses the 
following research question: how do young women in the Netherlands experience and 
negotiate their use of contraception as both a hard-won right for sexual autonomy and an 
unanticipated medical dependency? 
The findings indicate that pharmaceutical companies have been promoting hormonal birth 
control as a lifestyle drug, where secondary effects from birth control that can treat acne and 
irregular cycles have become other primary reasons for doctors to prescribe it to their patients 
as well. However, the findings also indicate that women are not correctly informed about the 
nature of their choices, which contrast the idea of female liberation. I will show with Duden’s 
theory, which briefly states that over the course of history technological innovations have 
caused us to experience a different body, one which we are increasingly becoming 
disconnected from (Duden 2000). In light of this theory, it means that also contraceptive 
technology has disconnected women from their bodily experiences, e.g. their natural cycles, 
because they are no longer dependent on their bodies, but rather they can control their bodies. 
This results into a disconnection with the body. Consequently a growing group of women are 
longing back for this connection with their bodies and are exploring alternative forms of 
contraception. Furthermore, pharmaceutical companies also contributed to an increased 
gendered inequality by developing the most favorable kind of contraception for women only, 
and thus placing the burden of side effects on women’s shoulders and creating social norms 
that make women the more responsible actors. Ultimately this means that the normative usage 
of hormonal contraception in the Netherlands has caused for new unanticipated medical 
dependencies, which are in contrast with the feminist liberating ideas that access to hormonal 
birth control was supposed to bring freedom and choice. 
This thesis explores these issues in both a written text and a 33-minute ethnographic film. The 
written article critically explores in 4 sections the involvement of medical and pharmaceutical 
institutions in shaping ideas about contraception and the body on a social level - and what 
kind of new dependencies were created by the use of contraceptive technology. The resulting 
film focuses upon the subjective experiences, emotions and negotiations of three informants 
in their choice of contraception - as an individual process. The strength of visual ethnography 
as a medium enabled my informants (and me) to communicate their subjective stories to a 
wider audience, as an amplifier of empowerment and social change. Writing on the other 
hand gave me the necessary abstraction to criticize the larger social and institutional 
structures around them, and furthermore to include data where I could not film. Together they 
strengthen each other as a whole. 
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Next I will provide a conceptual framework in which I will position this research within 
Almelings (2015) conceptual framework of reproduction, while adding a feminist lens. 
Consequently I will provide a vignette based on lived experiences, which will introduce all 
the concepts that will be treated in the latter sections to make the argument. 
Conceptual Framework      
For this research I will use Almelings (2015) conceptual framework of reproduction (see 
figure 1), which enables me to see contraception as both a social and biological process that 
occurs on multiple levels: from individual embodiment to state policy. This opens a lot of 
new possibilities within reproductive research, for example to include men's bodies, 
experiences, laws, markets, public discourse and other biological and social processes 
(Almeling 2015). An important concept shown in figure 1 is the historical, cultural and 
structural processes (institutional structures). This outside layer symbolizes ultimately the 
final shape and overall determinant that decides within which framework women can make 
their reproductive decisions. What Almeling calls ‘the interactional process’, is what I will 
refer to as negotiations. This negotiation process takes place between the family, partner, 
friends, doctors and educators, but also within women themselves.  
 
 
Both the film and written thesis will touch upon these different layers outlined by Almeling’s 
conceptual framework. Whereas the film will focus upon subjective experiences, emotions 
and negotiations of three informants in their choice of contraception as an individual process, 
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the written text explores the involvement of medical and pharmaceutical institutions and how 
these have shaped ideas about contraception and the body on a social level - and what kind of 
new dependency’s were created by contraceptive technology.  
1.1  Feminist perspectives 
 
Anthropology’s objective is to understand and communicate the general properties of human 
relationships, and the cultural and individual variations in experience. Medical anthropology 
is seeking to analyze health issues in the context of culture, social behavior, economical and 
pharmaceutical systems and also by including human biology. It seeks to gain an 
understanding in how people’s knowledge about health, the body, and illness is culturally 
constructed and negotiated (Millard, 1992). Feminist anthropology, regardless of the different 
feminist waves and internal discussions on which I will not get into for the space limitations 
of this article, is ‘grounded in the trenchfent feminist belief that each woman (increasingly, 
each person) can and should determine who she (or he) is and how she (or he) shall live. That 
means, to be truly free, one must possess the power to make choices in one’s own best 
interest. This is agency. This is liberation’ (Bodel 2010: 178).  
‘Feminist theory seeks to understand how gender is related to social inequities, strains, and 
contradictions ... and feminist theory can be used to challenge, counteract, or change a status 
quo that disadvantages or devalues women’ (Chafetz 1997: 98). Smith (1990) and Collins 
(1990) argue that scientific truth-claims, taken for granted concepts, and language and style of 
writing in sociology are essentially male-biased. These are therefore alien to women, and its 
only function is to continue to empower this male-orientated truth-giving system. The 
feminist approach requires a radical empirical change, where the focus should be on the 
examination of women’s direct, subjective experiences of daily life (Smith 1990, Collins 
1990 in Chafetz 1997: 101). Going from everyday experience to a more abstract, systematic 
level of understanding is still regarded as somehow problematic within feminist 
epistemology. Therefore, feminist scholars have described abstraction as a ‘masculine 
activity’, and distance themselves from proposing ‘an epistemology that can inform feminist 
conceptual and theoretical development, beyond the prescription that it must be thoroughly 
inductive’ (Chafetz 1997: 102). Collins agrees with the rejection of abstraction, but does try 
to propose feminist epistemology to go beyond the ‘just inductive prescription’, which I will 
engage with as well. First, she argues that ‘knowledge claims’ should arise from an active 
dialogue between researcher and their subjects. Second, ‘personal experience, emotions, and 
empathy are central to the knowledge validation process’ (Collins 1990: 215); also emotion 
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and intellect are not separated. Third, she calls for an approach of personal responsibility 
amongst scholars, where knowledge claims should be analyzed in terms of ‘what one knows 
about the ‘character’ of the knower’ (Collins 1990: 218).  
1.2  Concepts 
The vignette below is a constructed reality of lived experiences from four different 
informants, which I will use to introduce the social construction around hormonal 
contraceptive choices. It will furthermore introduce the concepts that I will use for the 
additional analytical purpose of this article. 
‘At the age of fourteen I got my first period when I was camping with my father. I still 
remember that I was too embarrassed to tell him and secretly called my mother for help, she 
congratulated me with being a woman now and gave me some practical advice about 
menstrual pads. 2) After a year my cycles still weren’t regular and obligated me to lie on the 
couch with a hot water bag each time it happened. 2) When I was fifteen my mother took me 
to the doctor and after explaining my menstrual troubles the doctor prescribed me the birth 
control pill. 3.1) It was an easy and cheap solution to my monthly hassle and I could prolong 
the prescription as long as I wanted at the pharmacy (financed by my health insurance!). It 
also protected me against pregnancy, which was a welcome benefit when I got my first 
boyfriend a year later. When puberty was blossoming and my mood swings went through the 
roof, at least I didn’t have to worry about getting pregnant and I could control my bleeding if 
I went swimming. A few years later my boyfriend and I had broken up and I was dating 
different men. Although I wasn’t in puberty anymore, I still felt a little lost in my body and 
had a hard time understanding why nothing could really made me happy - or sad. I decided to 
talk to my doctor about my feelings, but he didn’t really take it seriously and thought that it 
was due to an iron shortage in my blood and gave me some pills. At some point later I was 
dating an older man, when he saw my struggles that sometimes drove me into panic attacks, 
and he said to me, ‘Perhaps you should stop taking the pill; maybe it will make you feel 
better’. I decided to give it a try, since I had been taking those pills for over five years already 
and was fed up with that. 3.2) As if a cloud suddenly disappeared, within only two weeks I felt 
a certain light coming over me, my anxiety disappeared and somehow I really felt connected 
to my body again. It was a difference between day and night and I realized that I was happy 
after all. Although I had to use condoms now, sex was a completely different experience and 
my libido was peaking. I never felt better, but this same older boyfriend eventually started to 
complain because he was sick of using condoms and that he needed to be careful now.  This 
was a weird friction, because I had been the responsible one for all those years – not knowing 
that it caused me to feel so bad. I broke up with him. 5) After that it really became clear to me 
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how little responsibility men take, most of the time I had to ask them to use condoms and got 
surprised faces when I told them I wasn’t on birth control. Then I met a really nice guy and 
after some months we realized that condoms on a structural basis is not that safe; they break 
and it’s a hassle! So I tried an IUD, which was a horribly painful experience that resulted in 
an infected uterus and terrible acne on my back. After that I tried implanon, which was 
advised to me by the doctor. You could really feel it in your arm and I was menstruating for 
over three months and made me emotional unstable. I took it out again and now I’m back on 
the pill. I have accepted the fact that I’m not feeling entirely myself; but at least I can finish 
my studies without risking a pregnancy. At the moment there is no solution that fits my body 
so I’ll have to deal with it, but I cannot wait until the moment I can throw that waste into the 
garbage.’ 
Although the numbered experiences appear in a different order in the vignette they relate to 
the following concepts: 
1) Institutional structure & female body  
2) Menstrual cycle  
3.1) Hormonal contraception  
3.2) Social and emotional side effects 
4) Gendered responsibility 
Later on they will be unwrapped in the sections where they are analyzed with theory and my 
own data. However, first I will briefly explain how this research was conducted. 
1.3  Methodology 
This two-month ethnographic research draws upon Dutch women’s experiences and emotions 
through audiovisual recordings, participant observation, in-depth interviews with 13 women; 
2 couples; 9 professionals, numerous conversations, 1 oral history, 5 focus groups (3 with 
women and 2 with men), online observations, observations at two research locations and text 
analysis. Since my main research interest approaches the body as a social construct, I decided 
that geographical location was not a relevant influence for choosing my informants. More 
important are the social groups, friends and family surrounding my informants. This resulted 
in a multisided fieldwork conducted in the Dutch cities Utrecht, Amsterdam and Groningen. 
By no means is this research representative of a larger group of women, however, this 
qualitative research does give important insights in women’s lived experiences and sheds 
light upon their needs, desires and indicates where social change is needed. Simultaneously, 
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using a feminist perspective, this research aim is to include women’s lived experiences and 
emotions into the scientific discourse. 
To make an engaging and comprehensive film for a Western audience, I choose three 
informants with different stories and experiences whom I followed over the course of two 
months. The first protagonist is Sophie (24) who will get her IUD replaced. Following her 
during this process we get to know her boyfriend and mother, they are important in the 
interactional process. Subsequently we have Tara (24) – an active feminist who was on the 
pill for five years, when she discovered that this has made her emotionally and physically 
unwell. Subsequently we meet Dianne (26), who is living her busy student life in Groningen 
with a sorority. The sorority girls are influenced by each other´s choices and in a short period 
of time most of them changed from the pill to an IUD. In the editing process I discovered how 
powerful montage functions as an amplifier of knowledge. ‘Montage opens up a way to show 
the invisible. We find that montage, along with other forms of cinematic manipulation, is a 
precondition for evoking the invisible in its own right’ (C. Suhr & R. Willerslev 2013). 
Furthermore, visual ethnographical methods constitute a “process of inquiry” through which 
new knowledge is created (MacDougall 1998: 76). I used my camera as a recording device, 
but soon I also learned how powerful the camera works as a communication tool. It 
empowered some of my informants to be able to communicate their personal stories to 
increase awareness about harmful side effects. Just like Rouch (1975), I also believe ‘in the 
positive transformative power of strategic engagement; with an emphasis on autonomy, 
reflexivity and personal responsibility; the rejection of grand narratives of ‘truth’; the 
promotion of play as a critical practice, with the ultimate understanding that one really should 
not take life too seriously’ (Rouch 1975). The aim is that by approaching and communicating 
my informants stories accordingly, a transformative power that empowers women and their 
lived experience will unfold. Most informants were happy to share their stories because they 
felt like they contributed to something important – a topic that needs to be researched and 
discussed more. Considering this, I did not feel like reciprocity was necessary, they were glad 
to help.  
With this methodology in mind, we will turn to the data I have encountered in the field. First I 
will analyze how institutional structures have normalized contraceptive usage.  Accordingly 
this created new unanticipated dependencies: problematic perspectives on fertility and 
menstruation control which cause for a disconnection with out bodies, and subsequently 
places the burden of side effects on women’s shoulder, and an unequal gendered 
responsibility by producing the most favorable kind of contraceptives for women only. 
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1. Institutional Structure & Female Body 
Nowadays women’s biology is used to explain gender equality, difference and roles (Gupta 
2000: 31), but ‘at a moment when the sex/gender distinction was beginning to collapse on 
itself. Butler (1993), Haraway (1991), Ginsburg & Rapp (1991) emphasized that ‘no aspect of 
women’s reproduction is a universal or unified experience, nor can such phenomena be 
understood apart from the larger social context that frames them’ Ginsburg & Rapp (1991: 
330). Today most scholars have come to this understanding that the female body is not just a 
fixed, unitary and foremost biological construction. But, that we can understand the body as a 
historical, plural and culturally mediated entity (Bordo 1992). There is an enduring tradition 
that pathologizes women’s bodies and regards all bodies as objects in constant need of 
commodified improvement (Bodel 2010: 178). Despite these critiques, feminist perspectives 
rarely define the meaning of women’s bodily processes. Instead, doctors, physicians, and 
healthcare providers, along with corporations, pharmaceutical companies and their marketing 
sections, are the ones shaping our cultures of embodiment (Bobel 2010: 27). 
In the course of history hormonal contraception has probably been the most studied drug. It 
knows a racist and sexist history where women have endured forced clinical trials and 
suffered from severe side effects, sometimes even followed by death (Squires 2016). Two 
advocacy groups with different objectives have been striving for fertility control. One with a 
women’s health orientation striving for safe, effective and open information so women can 
truly make ‘free’ choices. While the other group’s objective is population control and wants 
to minimize contraceptive failure, which makes them less concerned with women’s well 
being (Gupta 2011: 318). This section will show that the latter has more power and women’s 
health has not been the main objective for a long time. This section derives from data 
gathered in two different research locations (a Contract Research Organization (CRO) and an 
independent research center), interviews with professionals in the pharmaceutical and medical 
field, text analysis, online and scientific articles, and interviews with different women. 
1.1 Pharmaceutical industry 
The biggest pharmaceutical companies producing hormonal contraception, like Bayer, Barr, 
Merck and Pfizer – are global companies with their origin in the United States. Their main 
obligation lies with their stakeholders. This means that medicines’ first priority should be to 
make profit and introducing new medicines to the market will only happen if it potentially 
can make a profit, as explained to me in an interview with the Head of Legal from Johnson & 
Johnson pharmaceutical company. Usually it takes around 10-12 years and costs on average 
900 million euros before a new medicine comes on the market (Maarten Santman, J&J). 
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Consequently, this causes for competition amongst pharmaceutical companies and makes 
their manufacturing processes highly confidential - which furthermore made it hard for me to 
gain access within these factories.2 What is misleading is that it may seem that new pills are 
emerging on the market, but in fact are all further embroidery on existing pills. A developer 
of contraception at the former Organon factory in Oss, now taken over by Merck, told me that 
since 1996 no new pills have come on the market – the ones after are all further developments 
of the existing substances. He also said, ‘the substances that are in the pill right now, would 
never come on the market if they were developed in this time. All those medicines would have 
had unacceptable side effects on rabbits and we would have quit.’ Furthermore, this statement 
is in line with the first of the three reasons why pharmaceutical companies in general have 
stopped researching new innovative contraceptive methods: 1) An increased time and expense 
span for developing new products after two decades of stringent and burdensome animal 
toxicology tests required by the US Food and Drug Administration (FDA), 2) a negative 
portrayal of the industry by the media, 3) the court became a place where American society 
could seek restitution for injuries or diseases attributed to drugs (Watson 2012: 1463). What 
is important for the next section is that through this shift, they have started to change the 
course of their product into promoting hormonal contraceptives as lifestyle drugs. 
1.2  Lifestyle drugs 
The intention of birth control understood as a means by manufacturers, physicians and 
consumers to be a prevention of pregnancy and a basic health care needs for women, changed 
since 1990 (Watson 2012). It transformed into a moneymaking product where pharmaceutical 
companies have been promoting their new brands of oral contraceptives to physicians and 
consumers as a lifestyle drugs. ‘The term lifestyle drug is a way of defining a drug that is a 
choice because it might improve your life, function or appearance, as opposed to a drug you 
might take because you need to cure something or manage an illness’ (Watson 2012). By 
playing on the taboo and hassle of menstruation, the pharmaceutical industry specifically 
markets contraception for the physical relief and social freedom it provides to women.  
 
If we have a look at the commercials underneath we will see that marketing decisions, rather 
than technological innovations, have guided the development and positioning of contraceptive                                                         
2 However, I gained access at a Female Health Research Center in Groningen where medical trials on women were executed for a 
new brand pill when I encountered these competing forces: ‘Unsuspecting I’m observing the room with my camera while the 
doctor walks in; she is in charge of this new pill research, which they execute for a big pharmaceutical company. She interrupts 
me when I’m trying to take some shots of the forms: ‘This research is strictly confidential and every detail about it could benefit 
the competition and so must be deleted’. Then she moves over to the girl, they will take blood samples every half an hour to test 
her sugar- and coagulation values. Without asking, the girl stretches her arm and the doctor wraps a tight strap around her 
upper arm and disinfects the inside of her elbow with cotton. She takes a needle and starts looking for her artery’ (15.01.2017 
Groningen, Dinox). This moment during my research made me realize how strongly these pharmaceutical companies are driven 
by economic gain, rather than working together to develop better contraceptives for women. 
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products in recent years (Watson 2012). Both these commercials provide insights about how 
these pharmaceutical companies position menstruation and how it is sold as a lifestyle drugs.  
 
Clip 1. Mirena commercial 
1) 3 We see a smiling woman who is busy taking care of the household with two small 
children and her husband. She has no time to even think about having a new child and Mirena 
provides a solution to her busy lifestyle. Did you know that Mirena is the only contraceptive 
that treats heavy menstrual bleeding?’ Which indicates that menstruation is an unnecessary 
condition that needs treatment. There is literally no time to menstruate and why should we if 
we have the means to control it?  
Clip 2. Seasonique commercial 
2) 4 ‘Who says that time of the month needs to be every month? Re-punctuate your life.’  
Pharmaceutical companies say that the pill has become the solution that provides freedom to 
control our unnecessary condition. ‘When you are on birth control there is no medical need to 
have a period’. At first the pill was designed with a monthly withdrawal bleeding, to recreate                                                         
3 Mirena IUD commercial: https://www.youtube.com/watch?v=fHMsUd7cpOE 
4 Seasonique commercial: https://www.youtube.com/watch?v=6xsnKcNgZW8 
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the idea of a natural cycle, but this commercial is moving away from that idea. It shows that 
they have marketed menstruation even further as something unwanted and unnecessary. 
These commercials also emphasize the possible physical side effects, but warnings about 
social-emotional side effects are neglected - these will be discussed in section 3. Bodel (2010) 
proposes an adjustment to the famous slogan ‘my body, my choice’ into ‘My right to 
information, My Body, My choice’. Without comprehensive data from thorough, high-
quality, independent longitudinal research, menstrual suppression for nonmedical indications 
is risky. 
1.3  General medical practitioner  
Contrary to most countries where a gynecologist prescribes hormonal birth control working 
from epistemological research, in the Netherlands it is the general medical practitioner who 
prescribes hormonal contraceptives. The medical practitioner works from an official 
guideline5, which can be found online and includes possible risks concerning side effects and 
a general advice for the standard light 30 mg pill with levanol and orgastrel. This guideline 
also states that ‘the choice for a contraceptive method is an individual choice, based on good 
information and advice from the general practitioner’. But it’s a one-size-fits-all advice. Dr. 
C. Klipping from Dinox has been doing research on the pill for over 25 years, and explained 
to me that ‘medical practitioners don’t know anything about it’. Social-emotional side effects 
experienced by half of my informants, like mood-swings, depression, anxiety and libido 
decrease are barely mentioned in these guidelines and most likely this is not communicated to 
their patients, because in the field I have heard many women feeling unsatisfied by their 
doctor’s knowledge and unawareness that hormonal birth control could affect women socially 
and emotionally. However, we should not forget that it is also the patient’s own responsibility 
to read the leaflet, where these effects are mentioned. Most of my informants did not read the 
leaflet or remembered what was on the leaflet. During an interview I asked one of my 
informants - who said to have read the leaflet - to read out loud the side effect section. She 
discovered that mood-swings take the number one position: 
A: Weird that mood-swings is on the number one position, right? 
Me: Did you experience this yourself?  
A: Yes for sure, but at that time I didn’t know that it was from the pill. I just thought it was 
puberty and everything you are busy with. Which obviously plays a role as well. But when I 
quit last summer I noticed right away that I became quieter in my head and less raised. 
                                                        
5 Official contraceptive guidelines from the NHG, for the Dutch general medical practitioner. 
https://www.nhg.org/standaarden/volledig/nhg-standaard-anticonceptie#idp79317840    
 16 
So there seems to be a gap in information and communication, partly because general 
practitioners are not fully educated or informed about the latest developments. 
Correspondingly, also the patients’ own lack of taking responsibility to read the leaflet, or to 
go back to the doctor for a check-up plays a roll. After the first prescription they can pick up 
their prescription at the pharmacy and this can be prolonged for as long as they want – 
without seeing a doctor in between. What needs to be taken in consideration is that most girls 
in my research were still young, around the age of 15, when they started using a contraceptive 
pill. It was already a confusing time for them because puberty was blossoming and they did 
not have a complete understanding of their bodies and emotions yet. They did not know what 
normal was and they were happy to be on the pill because they could enjoy the advantages 
from the pill. These benefits refer to the ‘lifestyle’ side effects that are desirable, like for 
example control over menstruation, a better skin condition, bigger breast and of course 
protection against pregnancy. 
Informants told me different stories about their experiences with their doctors. Tara expressed 
that her doctor never took her emotional complaints serious when she told him how she felt. 
Others did not blame their doctors, but were just relieved after they decided to quit the pill, to 
find out they felt so much better. However, it was never the doctor who asked them about 
their contraception or advised them to stop using the pill for a while. Although these findings 
are anecdotal and come from a limited sample, it does suggest that more research should be 
done on the way doctors communicate to their patients and how this can be done more 
effectively.  
In this section I analyzed the larger medical and pharmaceutical structures that determine the 
outside layer of women’s individual choices in contraception. Over the last decades hormonal 
contraception has been promoted as a lifestyle drug, with the general medical practitioner as 
its main salesman. Subsequently, its primary goal ‘fertility control’ has changed into focusing 
more on the secondary effects. By playing in on the taboo and hassle of menstruation, 
technology provided freedom and gave autonomy to women. However, this freedom created 
new unexpected dependencies. The next section will argue that hormonal contraception has 
caused for problematic assumptions about menstruation and for women to loose connection 
with their menstrual cycles and bodies. 
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2. Menstrual Cycle        
During my fieldwork I was visiting an informant, Marelien (24), on a boat in Amsterdam 
while she was babysitting two girls with the age of 11 and 12. Secretly they were overhearing 
our conversation about menstruation when we heard them giggling, and also Marelien started 
to whisper because she did not want the girls to feel embarrassed. The way women perceive 
their menstruation and view their bodies in the emergence of their identity, are shaped 
through ideas of pollution, rites of passage, and the concept of secrecy and social seclusion 
(Briton 1996: 646). This anecdote reveals how these young Dutch girls perceive menstruation 
as something that should not be discussed openly, which was also confirmed by Marelien 
when she started to make jokes about it.  
 
 
Clip 3.Young girls about menstruation 
The girl in the clip refers to a practicality, which she is unable to perform when she will have 
her period. In her eyes menstruation is something that will cause for social seclusion and stop 
her from doing the things she wants. ‘Beliefs about menstruation come from a variety of 
sources that appear to construct menstruation as something that has to be managed, as though 
menstruation is an illness and disables women’ (Briton 1996: 651), which is also the case in 
how the pharmaceutical industry has positioned menstruation. Also the mother, friends and 
school play a vital role in what women know about their own cycles. Education about 
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menstruation derives from the policy-driven health education discourse, and focuses primarily 
on practicalities and the fertile part of menstruation (Briton 1996), which we can also see in 
the answer of the young girl. However, they even indicate that it is not discussed at all at 
school. In general this discourse turns menstruation into a homogenous experience, which 
creates a gap of knowledge ‘because it stops short of an understanding of collective shared 
beliefs and values about the body, and of variations in individual experience’ (Briton 1996: 
645). Duden (2000) argues that the modern systematic approach is designed to remove us 
from our bodies and enables us to directly feel what is taking place within our bodies, it 
disembodies us and our bodies get replaced by a iatrogenic body, a construction of modern 
medicine (Duden 2000: 58). In other words, through technology like for example radiology, 
MRI and scans we are able to see a different body. Our experiences are not directly linked to 
what we feel, but have become disembodied and externalized. This removes us from our 
bodies and enforces the idea that we have a body, rather than we are a body. What I will 
argue is that hormonal contraceptive technology has even further moved us away from our 
bodies and expanded the perception that our cycles are disembodied and controllable. What I 
will show is that most women on hormonal birth control have - perhaps unconsciously - lost 
connection with their bodies, are unable to recognize what bodily changes appear over the 
cycle, or at least unable to make a consciousness connection to what they feel and what they 
know from their bodies. Furthermore, the kind of contraception a woman uses, determines 
how she experiences her menstrual cycle. Below I will elaborate on three examples that 
illustrate how cycles can be perceived, bear in mind that more variations are possible. 
2.1  Pill 
 
Source photo: still from ethnographic film 
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Women on the pill are on a visible level aware about their cycles because they can observe it 
in the bar, so they always know when they will get their menstruation. However, this is 
actually not a real menstruation, but a pharmaceutical trick to make women believe they are 
still menstruating and enhance the idea of a natural cycle. Marelien is on the pill and told me 
that she never skips a bleeding, because it reminds her every month that ‘the machine’ is still 
working, this makes her feel more feminine. Clearly, the pharmaceutical trick is working, it 
enhances the idea that women think their cycles are still natural. But actually this creates quite 
a problematic tendency, because it shows that women are not properly informed about their 
decisions. One of my informants, Iris (26), who educates about alternative contraceptives told 
me during a workshop that this misleading information starts when young girls get prescribed 
the pill for irregular cycles. The information they get is that the pill will make their cycle 
regular again, but what it actually means is that a synthetic one replaces their own cycle. 
Meaning, they have no menstrual cycle anymore.  
  
Furthermore, women create meaning with this object that they need to take every day. It 
makes their cycle visible and controllable. The cycle is connected to an external visual object 
and not directly connected to a bodily experience; it moves from the outside to the inside. 
Alieke (23) explained to me that her perception changed when she quit the pill: ‘now I can 
feel when it comes. Before I could just count the pills that where left in the bar’. Women can 
also choose if they want to skip a bleeding; it is completely in their own control. ‘I’m on the 
pill, so at least I can plan it. I had very intense menstruations, now it’s less heavy,’ (sorority 
girl). 
 
2.3  IUD 
Half of the women in my research who have an IUD usually do not ovulate and menstruate 
anymore, the other half sometimes do a little bit. None of them have a (regular) menstrual 
cycle or can choose if they want to menstruate or not. The IUD can last for five years and 
women do not have to think or worry about pregnancy. Because of this they do not have to be 
concerned about their cycle, they are always protected against pregnancy. Sophie has her 
second IUD and she cannot even remember what it would be like to menstruate. It is not part 
of her life anymore and she is grateful for that. Most women agree with Sophie’s experience 
and prefer the IUD to the pill. The unexpected and irregular bleeding that happened 
sometimes was a source of frustration but it also reminded some of their biological nature, 
and that they felt their body was suppressing something. For example, Rosan (25) told me 
that she never exactly knew what was happening. She could feel things change in her body 
and mood as if she was getting her period and as if her hormones were exploding, but then it 
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(the bleeding) did not happen. She could not understand her bodily processes and eventually 
she took it out.  
 
2.4  Fertility awareness method 
Women who are not using any form of hormonal birth control have to be more concerned 
about their menstrual cycles. The female body changes over the cycle and when a woman is 
fertile there are bodily signals you can learn to read. This experience is about feeling and 
reading what you notice in your body to become aware about when you are fertile and when 
not. According to menstrual activism groups (Bodel 2000) learning about your cycle can 
contribute to body literacy, and menstruation is regarded as the fifth vital sign. On the 
women’s march in Amsterdam I met a menstrual activist who provides workshops about the 
Fertility Awareness Method (briefly mentioned above). Together we organized a small and 
free event to introduce this method, which allowed me to use the footage for the film. 
According to Iris: ‘Learning to read, recognize and chart your own bodily signals can 
contribute to good health. Whenever something does not feel right to you, it enables you to 
better communicate it to someone else.’ Tara told me: ‘I pay close attention to my cycle, I 
keep track and write down when I feel my ovulation, and I get my period after exactly 28 
days. Now I have a timeline on which I can place the feelings I have.’ Which means she is 
able to (re)-connect and to recognize her feelings by reading her cycle. Tara: ‘I think that’s 
funny about being a woman. During my ovulation I have one day that I feel very attractive 
and I become very horny. Then I know that I’m ovulating. Just like the day before I get my 
period, I have cramps and pain, feeling a little grumpy and then I know what is happening. I 
appreciate that my body works like this.’  Due to this awareness about their changing fertile 
cycle and body, they have enforced a better contact and understanding about their bodies. 
Furthermore this enables them to accept their bodies more.  
 
What we can draw from these different examples is that there are different ways in how we 
can perceive our cycles. Hormonal contraception made us learn that we can control our cycle 
with technology rather than letting our natural cycle determine how we live. The popularity of 
menstrual suppression through hormonal contraception is according to Knight ‘an indication 
of a requirement of society that women suppress and deny their own biology as a condition of 
feeling liberated’ (Knight in Grigg-Spall 2013: 180). What I have encountered in the field is 
that a certain, growing, group of women are longing back to this connection with the body. 
They are looking for a new relationship with their body and they want to feel at home in their 
bodies, which makes them wonder what it would be like to have their normal cycle again. For 
these women I organized the Fertility Awareness Method, which I mentioned above. Mirian 
(26): ‘I have had the IUD for a long time and since then I’m not menstruating anymore. But I 
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might want to go back to my basis because I realized that having a menstruation is actually 
something very special, something you should cherish as a woman. So I’m also considering to 
go back to that.’ Sometime after the Fertility Awareness Method I asked two of the 
participants if they had switched to this method. Although they really wanted to, they were 
still using hormonal contraceptives. It frightens them to give up the ‘habit’ of technological 
control, because going natural is unknown territory. This natural method requires a lot of 
discipline and regularity in your life, which they were lacking at the moment. One girl was 
also afraid that her pimples would come back, something she really did not want. It stresses 
how dependent they have become from the lifestyle benefits contraceptives offer. Miriam also 
expressed that she was scared for what might change in her body and emotions. ‘I’m afraid 
that if I take it out I won’t be able to continue with what I am doing, perhaps so much will 
change that I cannot focus on the things that I’m doing now’. Furthermore, most women in 
my research expressed that they would find it hard to trust a natural method because what is 
at stake, an unwanted pregnancy, is too high. However, when women ignore their bodily 
processes or, worse, recognize them merely as problems whose solutions are available only 
through consumerism, internalized oppression takes over (Bobel 2010: 27). Also, the society 
of menstrual Cycle Research points out that the long-term safety of stopping the female cycle 
through contraception is still unknown. In other words, we do not know yet if it is safe or not 
to eliminate menstrual bleeding over a long period of time (Bodel 2010: 176). This means that 
millions of women worldwide might risk their health by eliminating their menstrual cycles 
and are not completely informed about their decisions. It has created an unexpected 
dependency, where women are no longer able to trust their own bodies but rather dependent 
to technological solutions. For the next section I will further elaborate on the next 
dependency: side effects and how my informants experience them. 
 
3. Hormonal Contraception & Social and Emotional Side Effects 
This research focus is on the two most used hormonal contraceptives: the birth control pill 
and the IUD, but on a smaller scale will also include other hormonal methods, like 
injectables, implants, NUVA ring and also condoms (non- hormonal) - ‘which act in several 
ways on the body to frustrate either the meeting of the sperm and egg, or implantation of the 
embryo’ (Gupta 2003: 237). Hormonal contraceptives consist of the synthetically produced 
hormones ‘estrogen’ and ‘progesterone’. The amount of these hormones vary in all the 
different methods and when inside the body act in different ways to prevent pregnancy (Gupta 
2003: 240). Like all drugs and medical interventions, all contraceptive methods have side 
effects6. Each woman individually determines which ones are burdensome and which ones                                                         
6 For the purpose of this article I will not engage with physical side effects, these have been studied to a large extent. However in 
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are unacceptable (Harrison, P. F., & Rosenfield, A 1996).  
This section will analyze how my informants experience social and emotional side effects., 
considering that especially in this area there seems to be a gap of information and a certain 
‘scientific vagueness’ around it. Emotional side effects refer to emotional functions like fear, 
stress, mood-swings, depression, anxiety, sexual desire, etc. Social side effects refer to 
functions like partner choice, social reward, empathy, etc. (Montoya 2017). Only little 
neuroscientific research has been done on the effects of hormonal contraception on social-
emotional behavior and brain function. This is particular surprising since there are strong 
indications that hormonal birth control can impact these functions (Montoya 2016), I will 
elaborate on this further on. 
Using a feminist approach, where the focus is on examining women’s direct, subjective, 
experiences of daily life (Smith 1990, Collins 1990 in Chafetz 1997: 101), I have, just like 
Csordas (1997) and Collin’s (1990), studied side effects as a ‘lived experience’ instead of a 
discourse. So for me it was not important if the side effects are proven ‘real’; they are real to 
me if women claim they experience and feel this. I visited a total of thirteen women in their 
homes for in-depth interviews, which I have recorded with my camera. Three of these women 
I have visited multiple times and this footage I have used for the ethnographic film. The 
results show that amongst all my research informants there was awareness that hormonal 
contraception could possibly influence mood, emotions and other mental processes. The 
possible social side effects where unknown to most informants, they had never heard of it and 
could not say if they had experienced those. This is except for one man who claimed that his 
girlfriend left him when she quit the pill and he was sure it was because of that. It is hard to 
recognize social and emotional side effects and most women only realized the difference after 
they stopped using. Women describing themselves as sensitive, where also the ones 
experiencing more changes after quitting hormonal contraception. These effects became 
visible within a short period of time. Three of them experienced this as: ‘A lightness coming 
over them’, ‘cloud disappearing’, ‘increase of vitality’, ‘energized’, ‘’happy’.  
 
Tara (24): ‘ Two/three months after I quite the pill I realized all of the sudden WOW, I am in 
contact with my body. I also had a complete different experience of sex (…) but in those 5 
years (on the pill) I never really felt my legs, all of the sudden I felt that I was standing with                                                                                                                                                               
sum, generally these side effects are not life threatening, but are symptoms like:  interm enstrual spotting, n   
tenderness, headaches, weight gain, mood changes, missed periods, decreased or increased libido, vaginal discharge, visual 
changes with contact lenses, decreased level of acne, decreased PMS, decreasing risk of breast cyst, ovarian cysts and pelvic 
inflammatory disease (institute of medicine 1996). Like discussed before, some secondary effects are even desired and the reason 
why women take hormonal birth control. 
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my legs on the street. That I was truly walking with my legs. I wasn’t in contact with my 
whole body at all and after I quit the pill this came back.’  
 
Alieke (22): ‘After I quit I noticed right away that it became more quiet, I was not that easily 
raised and everything became just lighter. I felt lighter and less heavy.’ 
 
Samantha (26): ‘I was never really happy, but also never really sad. I had become really flat, 
so I thought there must be something wrong in my head, what is happening with me. I 
couldn’t figure out where it came from. (..) So I quit the pill, and really, within two weeks I 
felt… I really began to feel again! I thought ‘wow’ what is happening here!’ 
 
Although these side effects where not life threatening, they cannot be regarded as harmless. 
They had disrupted and influenced their quality of life to a large extend. The pill can make 
women feel disconnected, repressed and deadened – and coming off the pill could be 
experienced as an awakening (Grigg-Spall 2013). If we continue to follow Duden’s (2000) 
reasoning that medical technology has caused us to loose connection to what we feel inside 
and experience in our bodies, because we are enabled to connect what we feel to what we 
know. Could it be that for some hormonal birth control leads to a disconnection between what 
they feel - and where it comes from? In theory a woman is always influenced by hormonal 
birth control. There is always a change, because external synthetic hormones are entering the 
body and taking over the natural cycle. Dianne explained to me: ‘When my hormones are 
bothering me, they cause for a disruption in my normal thinking. I don’t understand anymore 
why I feel certain things.’ What she says is that hormones are difficult to understand because 
they are not directly connected to an experience that causes for an emotion, but rather it is a 
biological process that influences emotions. By adding a product that interferes with this 
biological process, could it be that for some it only further strengthens this disruption? 
Especially when they are not aware that their hormonal contraception is the cause of this 
problem.  
 
During my fieldwork I visited a small research group at the University of Utrecht, who are 
researching the effects from the pill on social and emotional behavior. Dr. Estrella Montoya is 
in charge of this research and explained to me that this is a relatively new and small niche. 
Worldwide there are only four to five research groups working on this area, but there are 
indications that the pill influences even more than we know so far. Hormonal contraception 
suppresses the sex hormones that regulate many bodily systems7. So far there is no clear                                                         
7 These are the following: energy levels, memory and concentration, motor coordination, adrenalin levels, pain threshold, vitamin 
retention, blood glucose levels, thyroid and adrenal function, sleep patterns, body temperature, skin color and texture, brain wave 
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understanding yet to what extent these bodily processes are influenced by hormonal 
contraception, but by listening to women’s lived experiences we can see connections to these 
bodily systems. Scientific truth-claims are often constructed as male biased, and therefore 
alien to women. In this regard, science will only further function to disempower women 
(Smith 1990 and Collins 1990). Therefore, what we can learn from this is that we should take 
women’s emotions serious and include them in the discourse of science. We should trust 
women on their lived experience, because what is real to them should be real to us. We have 
become dependent on science to tell us what we feel, rather than to give authority to lived 
experience.  
 
Hormonal contraception provides women autonomy by giving them control. However, we 
have seen that the institutional structures around hormonal contraception also caused for new 
dependencies. Women have lost connection to their natural cycles and are not fully informed 
about the nature of their choices. Subsequently, some of my informants have suffered from 
depression, anxiety and other social and emotional side effects, which indicates a gap of 
information. It also raises the suspicion that more women will probably suffer from this 
without their knowing, and thus more awareness and research is needed. The next section will 
show that the burden of contraceptive responsibility is dedicated primary to women, and that 
institutional structures have continued to retain this gendered inequality. 
 
4. Gendered Responsibility      
Medical science in general has actually been a very non-feminist science, because 
responsibility and the health risks involved in contraception are delegated primarily to women 
and not to men’ (Van Kammen & Oudshoorn 2002). Gender inequality is institutionalized 
and the safety of contraceptives is not an inherent, universal quality of the medical 
contraceptive development by autonomous scientists, but is the result of historically specific 
circumstances (Van Kammen & Oudshoorn 2002), and in this way institutions have 
addressed the burden, health risks, expenses and social responsibility of hormonal 
contraception primarily to women.  
Because it is necessary to include men within the contraceptive debate I conducted two 
different focus groups with in total 9 men (age 25-37). In these focus groups I showed them a 
visual compilation that I made from different in-depth interviews with women and one 
couple.  
                                                                                                                                                               
patterns, metabolism rate, visual, auditory and olfactory acuity, concentration of vitamins and the immune systems (Holy-Grigg 
2013: 44). 
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Clip 4. Interview compilation responsibility and male contraception 
 
According to the women in this clip the contraceptive responsibility lays completely with 
them and in most cases, a man never even suggests to use condoms and only ‘sometimes they 
ask if you are on the pill’ (Marrilou).  Samantha (26) told me that her friends experienced that 
even with Tinder dates (a social media app for dating); a lot of men do not even bring 
condoms to these dates. Her boyfriend added that indeed you think ‘she will be on the pill, but 
I will ask it’. The group of sorority girls in Groningen added that men always ask afterwards 
if they are on the pill.  Women are also surprised that men trust women so easily, Marrilou 
told me ‘that in general women want to have children sooner and so they could trick men into 
fatherhood’. Her friend was a nurse and had seen many times that women on purpose had 
been sloppy with using the pill, so that they became pregnant. In general men did not express 
these worries to me, indicating that they trust women to a great extent. Tara was dating a guy 
for a longer time when she was not using any form of birth control and he never asked her 
about it. She thought she knew her cycle well and so she was having unprotected sex with 
him on her non-fertile days. Somehow she miscalculated and became pregnant- she decided 
to do an abortion without informing him. The day before she had the appointment she had a 
miscarriage. When she told him afterwards he became really angry with her, for the fact that 
she had not been on the pill and never told him about it. They broke up due to this. What this 
shows is that he expected her to be on a form of birth control, and that he felt betrayed when 
he found out she was not. He blamed her for not being responsible, while he never asked her. 
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On the one side he was right, considering she became pregnant. But on the other side he never 
took responsibility either by asking what kind of method she used and he did not use a 
condom either. That this creates a weird friction becomes even clearer when we turn it 
around. What if Tara had assumed without asking that he would have had a vasectomy - and 
surprisingly got pregnant. This is the same behavior but completely unthinkable within the 
current social structure of contraceptive responsibility. Ultimately more openness is needed to 
avoid these kind of problematic frictions.  
 
In long-term relationships (<1) there is room for couples to talk about contraceptive issues 
and women feel supported by their partners. Couples usually do not use condoms and the 
women are in charge about which contraceptive method they use. Iris who is using the 
Fertility Awareness Method told me that she informs her partners about this method and that 
they need to be involved by the process of charting her fertility. According to her, sharing this 
information brings them even closer together and when he is involved he always knows when 
she is fertile or not. Meaning that he knows when to use a condom or not – so it becomes a 
shared responsibility.  
 
 
4.1  Male contraception 
Although it is biologically possible to develop male contraception, it remains a fact that men 
today still have very little contraceptive options. The most used methods for men are 
condoms and vasectomy (e.g., Wang et al. 1994). Within my research group the dislike of the 
first one was very high and no one had used the latter. By developing the most favorable 
kinds of contraception for women only, an unequal gendered division was created, where 
women are socially more responsible actors and have to carry the burden of side effects, 
while simultaneously men have become dependent on women’s choices and have less control. 
 
Most of the women highly encourage the development of male contraception, but would not 
quit with hormonal contraception themselves – unless they were in a relationship. Most 
women could not imagine that a man would be able to discipline himself in taking a pill every 
day. Simply because of the fact that he is not the one having to carry the burden of pregnancy.  
Alieke told me that being in control herself enabled her to sleep good at night. ‘Men could 
easily forget the pill since it’s less important for them, or they just lie about it so they won’t 
have to use a condom.’ Marelien told me that the world would become a strange place if men 
would be on a birth control pill. She saw it as something feminine and unattractive (also see 
clip 2. 04:30-04:41). In her remark she was mimicking a man taking a pill out of his bag and 
she started to laugh. This shows that the ‘habit’ of taking a pill every day is clearly attributed 
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to women, and could indicate that social change is needed if men where to be trusted with the 
pill. Although the development of male contraception could release some of the burden of 
side effects and illuminate some of the responsibility, the findings show that currently most 
women are not ready to give in on their autonomy.  
 
The men within my research group all desired to have more choice in effective male 
contraception, one even referred to a ‘boss in own scrotum’ slogan (male version of the Dutch 
feminist slogan ‘boss in own belly’). They would like to have more control and after 
discussing a few options they preferred the Vasagel8 method the most. Through the lines we 
have seen that the dislike of condoms is very high, especially in the long-term.  
 
4.2  Condoms and STD’s 
Most women and men dislike using condoms, especially in relationships where the use of 
condoms is not considered a long-term solution. They are not safe because they break easily – 
this indeed happened two times to an informant during this two-month research span. 
Complaints about condoms I often heard are that they are expensive; they bring you out of the 
mood and they give less pleasure. All my informants who are using hormonal birth control 
were not consistent in using condoms to protect themselves from STD’s. Samantha has tried 
almost all existing types of hormonal contraception (the pill, IUD - Mirena and copper, 
Implanon) and has suffered emotionally and physically from all these types of contraception. 
Regardless, she accepts her mood swings and physical discomfort because using condoms 
instead is not an option – it’s even worse than what she is going through now. Marrilou, who 
was clearly frustrated, mentioned that ‘sometimes they ask are you on the pill? Oh great, then 
everything is all right. Then I think, aren’t you worried for a STD? Aren’t you worried that 
you will get sick?’ In the focus groups the men admitted that they did not always propose to 
use condoms. One informant even added that one time he secretly removed the condom 
during sex. ‘When you are in the mood (desire in sex) your mind is not worrying about STD’s, 
but sometimes the day after I regret it a little bit. But this feeling also disappears quickly 
when I notice that everything is still all right.’  
 
What this section shows is that within the common use of hormonal contraception a gendered 
inequality exist. Social norms and expectations around contraceptive use also indicate that 
men seem to be less concerned and less responsible about reproductive concerns, which leads                                                         
8 ‘VasalgelTM is a long-acting, nonhormonal contraceptive with a significant advantage over vasectomy: it is likely to be more 
reversible. The procedure is similar to a no-scalpel vasectomy, except a gel is injected into the vas deferens (the tube the sperm 
swim through), rather than cutting the vas (as is done in vasectomy). If a man wishes to restore flow of sperm, whether after 
months or years, the polymer is flushed out of the vas with another injection.’ https://www.parsemus.org/projects/vasalgel/ 22-
06-2017. 
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to a tension where women feel an unequal burden. But it also shows that there are no 
satisfying forms of contraception for men, which makes them dependent to women’s choices, 
rather than to be in control themselves. Ultimately, when women are on hormonal birth 
control, the use of condoms is more easily neglected, which creates new problems and risks.  
 
 
5. Conclusion: New Dependencies & Fears 
 
Hormonal contraception has liberated women, by giving them the technology and control to 
prevent them from becoming pregnant and to suppress their menstrual cycle. Ultimately, this 
changed the way women perceive their cycles into something that needs control, and what 
subsequently disconnects them from their bodies. In the reproductive field, power relations in 
society have shaped institutions and structures that determine individual agency. The 
pharmaceutical and medical institutions have been promoting hormonal birth control as 
lifestyle drugs, with the doctor as its main salesman - who has not been communicating 
effectively about side effects from hormonal birth control to its patients. Women today still 
suffer from social and emotional side effects without their knowing, which indicate there is a 
lack of awareness and gap of information. Institutions played in on the taboo of menstruation 
and reproduced gendered inequality by producing the most favorable kind of contraceptives 
for women only. Women, themselves, are no longer the determents about which bodily 
processes are normal to them; instead they rely on what technology and doctors tell them to 
feel.  This created new dependencies, where women are willing to sacrifice bits of their 
mental and physical health. Women fear quitting hormonal birth control, especially when they 
have been used to the habit and do not know their bodies without it. They wonder who they 
will become and what will change in their bodies when they quit. It also resonates with a 
great fear of giving up control and to become pregnant. It will make women dependent to 
nature again, which is something they have lost connection with – and lost how to trust 
because it is replaced by contraceptive technology. In order to change this structure, women’s 
needs need to be central to the political agenda again. This discussion has to be taken up at a 
broad international level, empowering women to become ‘subjects of their own choices, 
rather than objects of other’s choices, to seek alternative structures, alternative technologies 
and change social relations’ (Gupta 2000: 6). If we want to empower women and make them 
subjects of their own choices, they need access to good information. When they have this, we 
can trust women to make good informed decisions.   
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